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may never be more than anecdotal. The allograft aortic root
replacement option for a failed Ross procedure without reuse of
the autograft gives the patient two allografts with potential for
degeneration and need for subsequent technically demanding
reoperations.
Our own experience with reoperation after the Ross pro-
cedure now exceeds 30 patients. Two thirds of these reopera-
tions have related primarily to autograft failure; in retrospect,
many of these patients could have benefited from the reversal
described. Patients have also expressed psychologic relief. At
this early stage, we are hopeful that the reversal procedure is a
good, durable option for many patients with a failed Ross
procedure.
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Long abdominal aortic stenosis: A rare presentation of Takayasu
arteritis treated with percutaneous stent implantation
Pasquale Perrone-Filardi, MD, Pierluigi Costanzo, BS, Paolo Cesarano, MD, Antonio Marzano, MD,
Giovanni Esposito, MD, Gabriele Iannelli, MD, and Massimo Chiariello, MD, Naples, Italy
We describe the case of a patient with a long ab-dominal aortic stenosis. This condition can havedifferent causes. On the basis of the AmericanCollege of Rheumatology criteria and Sharma’s
diagnostic criteria, the cause in this patient was a rare presentation
of Takayasu arteritis. Generally, this vasculitis affects the epiaortic
arteries, causing diminished or absent pulses in the upper limbs; in
this case, the arteritis affected the abdominal aorta, causing clau-
dication of the lower limbs.
Clinical Summary
A 46-year-old woman was admitted to our department for
claudication of the lower limbs. The claudication started 6 years
before at the right limb and then progressed to the left limb,
reaching a maximal walking distance of less than 100 m at the
time of hospitalization. An echo-Doppler of the lower limbs
demonstrated the absence of obstructive lesions. We performed
an abdominal angio-computed tomographic scan with volumet-
ric reconstruction that showed a long stenosis of the infrarenal
aorta with a maximum diameter of less than 1.5 cm (Figure 1,
A, B). An abdominal echo-Doppler showed a long fibrotic
plaque causing an obstruction of 40% of the lumen, with
significant acceleration of speed without lesions at the renal and
iliac arteries. Echo-Doppler of the carotid and subclavian ar-
teries was normal. An angiographic study of the coronary and
aortic tree showed multiple coronary stenosis that was hemo-
dynamically not significant but atypical for the age and normal
lipidemic profile of the patient (50% stenosis of proximal left
descending anterior artery, 40% stenosis of medium left de-
scending anterior artery, and 50% stenosis of medium circum-
flex artery). In the infrarenal aorta the angiographic study
showed a hemodynamically significant long narrowing lesion
(Figure 2, A ). The assessment of inflammatory indexes revealed
a high erythrocyte sedimentation rate. Finally, a percutaneous
transluminal angioplasty with successful stent implantation was
performed at the level of the infrarenal aorta (Figure 2, B) with
immediate cessation of symptoms.
Discussion
Congenital coarctation of the thoracic aorta at the ligamentum
arteriosum or aortic arch is well recognized. A much less
common variety (0.5%–2.0%) of aortic coarctation is located in
the distal thoracic aorta, abdominal aorta, or both, and is usually
called “middle aortic syndrome.”1 This definition includes dif-
ferent causes: congenital, Takayasu arteritis, neurofibromatosis,
retroperitoneal fibrosis, and mucopolysaccharidosis. In our
case, we excluded the last 3 diseases and considered a congen-
ital coarctation or Takayasu arteritis. Some authors distinguish
the abdominal localization of Takayasu arteritis from the con-
genital coarctation on the basis that the aortic stenosis in
Takayasu arteritis affects a long tract of the infrarenal aorta
without involvement of the renal arteries, whereas the aortic
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stenosis in congenital coarctation affects the suprarenal aortic
tract with involvement of the renal arteries. In our case, in
addition to that, the angiographic result (long abdominal steno-
sis and coronary lesions) in a normolipidemic patient, with a
high erythrocyte sedimentation rate, suggested Takayasu arteri-
tis. According to the American College of Rheumatology cri-
teria for this arteritis, 4 of the 6 criteria were met (age at disease
onset  40 years, claudication of extremities, bruit abdominal
aorta, and arteriogram abnormality; sensitivity of 90.5% and
specificity of 97.8%). According to Sharma’s criteria, 1 major
criterion (characteristic signs and symptoms of at least 1 month)
and 3 minor criteria (high erythrocyte sedimentation rate, ab-
dominal aorta lesion, and coronary artery lesion in absence of
risk factors such as hyperlipidemia or diabetes mellitus) were
met (sensitivity of 92.5% and specificity of 95%).2
Even if the treatment of the atypical congenital coarctation
and the abdominal localization of Takayasu arteritis is the same
(percutaneous transluminal angioplasty with stent implanta-
tion), it is important to distinguish between the two diseases.
Unlike congenital coarctation, Takayasu arteritis is a chronic
condition that needs to be monitored and, in case of relapse,
treated with corticosteroid or immunosuppressive drugs.
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Figure 1. Abdominal angio-computed tomographic scan shows re-
duced lumen of the infrarenal aorta (arrow ) with a maximum diam-
eter of less than 1.5 cm (A). Volumetric reconstruction shows the
long stenosis from the infrarenal aorta up to the iliac arteries (B).
Figure 2. Aortographic scan shows the angiographic configura-
tion of infrarenal aorta before (A) and after stent implantation (B).
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